On inquiry I found this to be so in the present case; the parents are, in fact, first cousins-their mothers being sisters. This finding, at once lent great support to Dr. Cockayne's surmise, but on investigating some of the other members of the family one is left with very little doubt regarding the validity of his suggestion that. visceral transposition is a Mendelian recessive character. I have so far been able to examine the parents and four others of their children (two brothers and two sisters of the patient). Two of them (one brother and one sister) showed complete transposition as confirmed by X-ray examination, making three in all. (See skiagrams and family tree.) The parents' viscera were in the normal position (DR). The mating therefore belongs to the third group (DR X DR).
It is to be regretted that the five other surviving children have so far failed to come up for examination. It is, of course, impossible to say how many (if any at all) of the children not examined possess the abnormality. In large samples we would expect a total of 25% having their viscera transposed. With a small sample one must take into consideration the probable error. Thus in the case of 12 children the probable error on the 25% basis, = 2 V-1 X 4 X 12 ± ±3. Therefore the total number of children with visceral transposition possible in our case is 3±3 (=0 to 6) respectively. Hence even if another 3 of the remaining children would be found to have transposed viscera, such finding would still be consistent with the Mendelian theory.
The following scheme represents the family tree. been made). The numbers inudicate the ages. I may add as a clinical fact which has no genetic significance, that the mother's. heart showed a mitral lesion (regurgitation), which I believe to be of rheumatic and not congenital origin. I may also add as a point of interest the fact that none of the children showing transposition are left-handed. In fact only one of the 12 is lefthanded (the girl aged 21), who has so far not been X-rayed.
As far as I know, this is the first time that evidence has been presented regarding the transmissibility of visceral transposition as a Mendelian recessive, and I wish to express my indebtedness to Dr. Cockayne for his suggestion. I also owe a debt of gratitude to Sister Maskell for the great trouble she took in fetching the parents and the four other children to the hospital for investigation, as well as to Miss Gilmour of the X-ray Department for placing her time at my disposal to make the necessary X-ray examination. [February 8, 1935] Pulmonectomy for Unilateral Bronchiectasis.-CECIL A. JOLL, M.S.
H. C., male, aged 2 years 9 months, was admitted to the Royal Free Hospital in July 1934 with a history of pneumonia seven months previously, followed by -diphtheria and ? empyema.
By the time of his admission, cough was frequent, paroxysmal, and productive of copious offensive sputum. There was well-marked clubbing of fingers and toes. The left side of the chest was immobile and was dull on percussion; the breath sounds were feeble. The child lived and slept out-of-doors till mid-September and gained weight at first, but postural drainage was unsuccessful and sputum greatly increased. A weekly bronchoscopy and wash-out were performed by Mr. Scott Brown from mid-August, but after initial improvement the patient began to go downhill. The first lipiodol examination was only partially successful, and a picture of extensive bronchiectasis was only obtained after washing out through the bronchoscope daily for four days. It was then seen that both lobes of the left lung were affected, and since it was evident that the outlook was hopeless with conservative treatment, it was decided to perform a total left pulmonectomy.
Preliminary treatment included two attempts at artificial pneumothorax (which failed owing to universal adhesions), and left phrenic evulsion on November 12, 1934. A fortnight later, under nitrous-oxide-oxygen and chloroform intratracheal anesthesia, preceded by paraldehyde, the left chest was opened through the seventh interspace. The whole pleural cavity was obliterated by filmy adhesions, which were separated without great difficulty with the diathermy knife. As the lobes were also adherent, it was decided to include the pedicle of the whole lung in the tourniquet rather than the two lobes separately. It was found possible to suture the resultant stump and to infold it readily, though in an adult it would probably not be advisable to adopt this method. The wound was completely united in layers, and a stab-incision lower down in the chest-wall employed for drainage with a Sprengel-pump. Apart from the necessity to interrupt the operation from time to time to enable secretion to be aspirated from the trachea and left bronchus, no special difficulties were met with, and the patient's condition on leaving the table was reasonably good. He was transferred to an oxygen tent where he remained on and off for five days. The discharge averaged 300 c.c. for the first few days, gradually diminishing to nothing by the middle of December, though the wound was still granulating superficially. Wound finally healed, 10.1.35.
Di8cUs8i0n.-Dr. HAZEL H. CHODAK GREGORY said that this case was of Eetiological interest because of the early age of the patient and the rapidity with which bronchiectasis had developed.
Mr. H. P. NELSON said that Mr. Joll was to be congratulated on his excellent result. The specimen had, however, the appearance of a lower lobe only; one could clearly see the lower and dorsal bronchus but there was no evidence of an upper lobe bronchus in the specimen. Also, on looking at the plain skiagram before and after operation the appearance in the upper part of the left thorax was identical in the two cases, i.e. cystic. Finally on examining the child, the signs in the left thorax were found not to be those of a loculated pneumothorax.
In the operation of lobectomy it was very easy to overlook a lobe. On several occasions when he had opened the thorax to remove a lower lobe in a case of bronchiectasis the chest had presented the appearance of having only one lobe on that side and it was not until after careful search that the lower lobe was found sealed off by adhesions from the rest of the hemithorax. He (Mr. Nelson) felt that this mistake might have been made in Mr. Joll's case but the point could only be settled definitely by further skiagrams taken after the introduction of lipiodol. Test-meal: Achlorhydria. Operation (12.12.32).-A large, indurated, carcinomatous ulcer involved the posterior wall of the stomach and extended to the cardiac orifice. Total gastrectomy was performed, an anastomosis being made between the cesophagus and the jejunum.
